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Supersedes  

Revision: 	 ATTACHMENT 2.6-A 
Page 12m 
OMB No.: 

State/Territory: Vermont 

CitationRequirement or Condition 

PaymentPremiumsOther Sharing1902(a)(lO)(A)(ii)(XIII), of or Cost Charges 
(XV), (XVI), and 191 6(g) 
of the Act 

For individuals eligible under theBIBAeligibility group 
described in No. 23 on page 23dof Attachment 2.2-A: 

x 	 The agency requires payment of premiums or 
other cost-sharing charges'on a sliding scale 
based on income. The premiums or other 
cost-sharing charges, and how they are 
applied, are described below: 

The agency requires a program fee from individuals with net income above 185% FPL 
as follows: 

More than 185% FPL but no more than 225% FPL: 
$50 per month. 

More than 225% FPL but no more than 250% FPL: 
$60 per month 
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